TCTAP C-045 Successful Revascularization of Left Anterior Descending Artery with a Special Ruptured Plaque  by Ge, Junhua & Shen, Chengxing
S150 J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5Case Summary. Conclusions:
Though it was ideal case for CABG we did it according to patient’s
choice. Sometimes we have to accept the reality despite the gap
between expectation & limitation.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. 72 year old female
Relevant clinical history and physical exam. Effort chest pain for 3 month.
No hypertension and Diabetes mellitus.
Without any coronary risk factors.Relevant test results prior to catheterization. Echocardiography showed
good left ventricular function with an ejection fraction of 55%.
Base line ECG showed ST-segment depression in V1-V3.
Relevant catheterization ﬁndings.
1. Left coronary angiography showed proximal LAD 80% stenosis with
plaque rupture.
2. Right coronary angiography showed diffuse 20-40% stenosis from
proximal to distal part. 90% stenosis in PL ostium.
3. IVUS exam show proximal LAD stenosis with plaque rupture.
[INTERVENTIONAL MANAGEMENT]
Procedural step.
1. 7F sheath was inserted through right radial artery and the left coro-
nary (LAD) was engaged with a 6F EBU3.5 guide catheter.
2. BMW wire and IVUS catheter was positioned in LAD.
3. Failed wire the sidebranch (SB) with a balloon in LAD.
4. Performed angioplasty of the proximal-mid LAD (the lesion was
predilated with a 2.0*15 mm balloon. Then, a 3.0*28mm stent was
deployed from proximal-mid LAD).
5. The patient chest pain. The angiography after stent show the SB total
Occlusion.
6. Rewire the SB with micro catheter and pre-dilatation the SB ostium
with a 1.5*15mm and 2.0*15mm (8-12 atm) sprinter balloon.
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8. The ﬁnal kissing balloon dilatation was performed.
9. The ﬁnal angiography and IVUS show optimal stent expansion.Case Summary. Questions/Discussion
1. What’s your recommended strategy for the SB wire protect?
2. 1-What’s your recommended strategy for the SB total Occlusion after
stent?TCTAP C-046
Left Main Occlusion Presenting as Stemi Anterior Wall from Chaos to
Stability
Thomas George1
1Caritas Hospital, India
[CLINICAL INFORMATION]
Patient initials or identiﬁer number. J T
Relevant clinical history and physical exam. 57 year old male hypertensive
and smoker was admitted with 7 hours history of rest angina. He was
not a diabetic and there was no past history of limb claudicaion, stroke
or effort angina. At dmission he was restless tachypnoeic and had
diaphoresis. Peripheries were cold and clammy.Pulse was thready
with tachycardia and systolic bp at right upper limb was 70 mm hg.
There were extensive rales in chest.ecg at admission showed rbbb
with st elevation in anterior leads.He was taken up for emergency.
